
Table VII. Patient 0.
Urobilin Excretion at First High, Later Lower;

Red Count at First Falling, Later Rising.
Date Time of Stools Red Count Urobilin

Dec.7.
—

2,064,000 —

Dec.8.
— —

—

Dec. 9.
— —

—

Dec. 10-11.. 3.45 p.m.
—

10,240
Dec. 11-12.. 5.45 a.m. 1,912,000 31,160
Dec. 12-13.. none

—

—

Dec. 13-14.. 6.45 a.m.
—

12,800
Dec. 14-15.. none 2,080,000 —

Dec. 15-16.. 4.30 p.m.
—

6,400
Dec. 16-17.. 4.30 p.m.

—

17,920
Dec. 17-18.. 4.30 p.m. 2,080,000 20,480

Average urobilin 16,500

It is clear from the charts how much more
information regarding the hemoglobin metab-
olism determination of the urobilin excretion
gives than blood examination. A red blood
count or hemoglobin determination shows the
condition of the blood only at the time of obser-
vation, but it does not show the cause of the
anemia, nor does it show whether the patient is
improving or retrograding. A urobilin estima-
tion, on the other hand, shows whether the
anemia is due to decreased formation or to in-
creased destruction of the blood cells; and it
shows, in addition, whether, and to what extent,
the condition of the patient is improving or

retrograding. The one is a "snapshot" of the
status at any one time; the other is a "moving
picture" showing the direction in which the
disease is going.
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PULMONARY PUZZLES.*
By John B. Hawes, 2d, M.D., Boston.

I have used this title, "Pulmonary Puzzles,"
to describe a group of cases that has
been very frequent during the past year and that
has been a source of great difficulty to me and
to other physicians in Massachusetts, not only
in diagnosis but also in treatment and disposal.
There is an old play entitled "The Importance
of Being Ernest." I might well paraphrase this
and use as my text in this article "The Impor-
tance of Being Right, ' ' in solving these pulmon-
ary puzzles.
Massachusetts is very wide awake to its tuber-

culosis problem. We have nearly enough beds
in hospitals and sanatoria and will have enough
when our county hospitals, now in process of
construction, are completed; we have dispen-
saries in every town or city of 10,000 inhabi-
tants or over; we have anti-tuberculosis associa-
tions and leagues and many nurses devoting all
or nearly all their time to tuberculosis work.
But in Massachusetts and elsewhere, we lack one
thing, and that is a very big and important
thing. We lack anything that approaches ade-
quate instruction in the diagnosis and treat-
ment of tuberculosis for the students in our
medical schools, t The result is that every
year we are giving the degree of doctor of
medicine to many young men who have not
only no idea of what our tuberculosis prob-
lem really amounts to, and the methods of solv-
ing it, but also little or no ability to diagnose in-
cipient pulmonary tuberculosis nor to treat it
when diagnosed. It very naturally follows that
in spite of the really fine anti-tuberculosis ma-
chine that we have built up in Massachusetts, we
are not getting the results that we should. Far
too many wrong diagnoses are made; far too
many cases are not diagnosed until the early and
favorable stages are passed, and far too many
patients are called consumptives who are really
suffering from something else. It is this latter
group that furnishes the "pulmonary puzzles"
referred to in my title, and to which I wish to
call attention in this article.
There are many physicians who believe that no

harm is done in diagnosing a case as consumption
even if it turns out to be something else. The
treatment is rest, fresh air, and good food, and
this can surely do no harm. Their motto seems
to be "When in doubt, call it tuberculosis."
True, this attitude does far less harm than the
reverse—-inability or unwillingness to diagnose
tuberculosis—but it certainly does harm none
the less. Richard Cabot believes in "truth in
medicine"; so do I, and so I hope do all of us,
but I also believe in being as certain as it is
possible to be that what I tell my patients is
the truth.
* Read at a meeting of the Hartford Medical Society, Hartford,

Conn., Oct. 15, 1917.
t At Tufts Medical School, tinder Dr. E. 0. Otis, there is ar»

excellent course on the subject.—J. B. H.
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During the past year in Massachusetts and, I
presume, elsewhere, there has been what has al-
most amounted to an epidemic of what I have
called, for lack of a better name, ' ' acute and sub-
acute pulmonary infections." In children many
of these are undoubtedly cases of bronchopneu-
monia; in adults I am frankly in ignorance of
their exact pathology. In many ways they re-
semble cases of early tuberculosis and are often
diagnosed as such. I have found such infec-
tions more frequently in young adults and gener-
ally ones who for some reason or another were
run down and physically below par at the time.
The present war, with its attendant mental un-
rest, worry, and physical overwork, has been an
evident factor in numerous instances. There
is usually a history of a protracted cold that re-
fuses to clear up. In many cases this is the
reason for seeking medical advice, while in others
weakness, malaise, loss of weight and strength,
fever and other constitutional disturbances are
what cause the patient to seek an examination.

The history, as far as tuberculosis is concerned,
is usually negative ; indeed, I have found such in-
fections in persons remarkably healthy and
strong up to a few weeks previous to the onset of
symptoms. There is apt to be little or no fever
and, of particular importance, the pulse usually
ranges low. This is a most important point in
distinguishing these cases from tuberculosis.
The sputum, which should always be examined

with care, is not characteristic. Influenza
bacilli may be present, but usually there is a
mixture of organisms chiefly strepto- and pneu-
mococci. Blood and urine show nothing and
the blood pressure is rarely depressed as is apt
to be the case in pulmonary tuberculosis.
Pathological signs in the lungs are usually

found at the bases. Occasionally only the apices
are involved. Dullness and râles and rarely
friction rubs are found in these cases. Changes
in voice and breath sounds are uncommon. I
have noticed one point I believe to be of value in
differential diagnosis—namely, that the extent of
the signs in the lungs is quite out of proportion
to the subjective symptoms; an acute process of
similar extent due to tuberculosis would, in the
vast majority of cases, cause marked and strik-
ing symptoms. A few type cases are as fol-
lows:

Case 1. I. G., a very strong and athletic man of
41, with an excellent family and past history, came
to see me with a history of having "felt mean" for
one week, with slight pain in one side of his chest.
I found a normal temperature and pulse, with a

slight friction rub at one base. He stayed in bed
for a week, after which he entirely recovered his
health and the signs in his lungs disappeared.
There has been no recurrence.

This was evidently an idiopathic dry pleurisy.
There are manywho consider all such pleurisies,
wet or dry, to be tuberculous. Personally I do
not hold this view, nor do I believe this man had

or has tuberculosis. At all events, I never
dreamed of reporting it as such, and subsequent
events have justified my course.

Case 2. J. A., a woman of 40, came to see me
early in May, 1917, because she had been told that
she had consumption. One aunt had died of tu-
berculosis; she, herself, had been delicate as a
child, with frequent attacks of bronchitis. She
had had pneumonia in January, 1916. She gave a
history of a bad bronchitis in August, 1916, since
when she had felt poorly, with loss of weight and
strength, with some cough and sputum, occasional
fever, rapid pulse, and other suspicious symptoms,
I found a normal temperature and pulse. She did
not look sick. There was a violently harassing
cough. In the lungs there were sticky râles all
over. Temperature and pulse taken at home four
times daily were normal, the pulse ranging from
70-75. Sputum showed bacilli of influenza, but
none of tuberculosis. The râles, on my second ex-
amination, after taking iodide of potassium, were
less numerous. I sent her away for two months,
and examined her again recently and found her in
excellent condition, with lungs normal.

Perhaps this woman has tuberculosis, but I
doubt it. On my first examination there was
enough evidence on which to make a positive
diagnosis of incipient tuberculosis providing the
patient could not be kept under close observa-
tion and examined more than once. Under the
circumstances, however, I do not consider that
the original diagnosis of pulmonary tuberculosis
was justified.

Case 3. C. H. N. This man, aged 23 years, con-
sulted me July 2, 1917. Family and previous his-
tory were excellent. Last May he came down with
grippe. He had been working overtime in a muni-
tion factory and was tired out and underweight.
After watching him for a few weeks, his local doc-
tor told him he had tuberculosis, and reported his
case to the local board of health. Another physi-
cian sent him to me. I found a temperature of 99,
slight anemia and very little else. I could find
nothing abnormal in the lungs. Sputum was nega-
tive. Temperature taken at home for four days
was normal, and the pulse ranged from 60 to 70,
and on reëxamination the lungs were again nega-
tive. Last week I saw him once more after a three
months' interval, during which time he had been
working hard, and found him absolutely well in
every respect.

Was this tuberculosis and was the first physi-
cian justified in calling and reporting it as

such, providing the sputum was negative? I
should say no, emphatically, to each question.
Was any harm done by so doing? In view of
the fact that his life has been made miserable,
and his wife upset by neighbors who have heard
that he has consumption, and that a nurse and
other inspectors from the Board of Health still'
call on him, I should say yes.
In this case, according to information re-

ceived since writing, my diagnosis, despite my
negative findings, was wrong. The physician'
who made the original diagnosis of consump-
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tion called me up and said that the sputum had
been found positive by the house officer in the
local hospital to which he had sent a specimenfor examination. This was a month before I
saw the patient. Although frankly inclined to
doubt this finding of tubercle bacilli, it natu-
rally modifies my course of action in this in-
stance and tends to make me still more con-
servative and careful in handling future cases
of this type.
Case 4. A. C. This woman, a stout Jewess of

38, came to see me October 1, 1917, having been
pronounced tuberculous at the out-patient depart-
ment of a large Boston hospital. On examination
preparatory to some operation, her lungs had been
found to be "weak." The case had been reported
to the local board of health as one of consumption.
The family and past history was negative. She
had a slight cough with some sputum, and was eas-
ily tired and out of breath. The temperature was
normal, pulse 112, and weight 196Y2. There were
scattered râles over the tops of both lungs, but no
dulness or other abnormalities. The sputum con-
sisted of clear mucus and, as I expected, contained
no tubercle bacilli. On my second examination,
after giving her hydriodic acid and free purgation,
the râles were less evident.
I can hardly imagine why this case was ever

diagnosed as tuberculosis. The only possible
reason I can see is that the râles were at the
apices and not at the bases of the lungs, and this
is certainly very slim evidence on which to di-
agnose consumption.

Such cases as these could be endlessly multi-
plied; in Massachusetts, at least, this problem
they present is becoming a somewhat acute one.
Of course, looking at it from one point of view,
it is distinctly encouraging that such errors as
these are made because it demonstrates that the
doctors are alive to the presence of tuberculosis
and the need of its early diagnosis. The diffi-
culty is, of course, that we have no definite set
standards as to what constitutes pulmonary tu-
berculosis with absence of a positive sputum. To
fill this need and for the benefit of the physi-
cians engaged on the three years' tuberculosis
demonstration at Framingham, I was asked to
prepare, for a committee appointed to do this, a

set of definitions on which certain diagnostic
standards might be based. These definitions and
-standards are as follows. Doubtless every phy-
sician will wish to modify them, as I have al-
ready done, to fit in with his own individual
opinions.

DIAGNOSTIC STANDARDS.

1. Loss of Weight. By "loss of weight"
should be understood any unexplained loss of
at least 5% below normal limits for that par-
ticular individual within four months' time.

2. Loss of Strength. By "loss of strength,"
in its pathological sense, is meant undue fa-
tigue and a lack of staying power, which are un-

usual for the individual patient and which can-
not be satisfactorily explained.

3. Fever. An occasional temperature of 99
should not be considered "fever." A tem-
perature which persistently runs over 99 when
taken at least four times a day over a period of
one week (by mouth five minutes) should be
considered of significance and to constitute
"fever."

4. Elevation of Pulse. When the average
normal pulse of the patient is already known,
an elevation of 15 beats per minute, when the
pulse is taken quietly at home during various
periods of the day, should be considered abnor-
mal. In cases where the average pulse is not
known—and of course this constitutes the ma-

jority of cases—one should consider an average
pulse of 85 or over in men, and 90 or over in
women, to be abnormal. The combination of a
subnormal temperature and an elevated pulse, as
defined here, should be considered of great im-
portance.

5. Hemorrhage. Any amount of expecto-
rated blood, with or without sputum, requires
medical investigation as to its source. Blood
streaks, blood spots, etc., may or may not mean
tuberculosis. On the other hand, a hemorrhage
of one or two teaspoonfuls is presumptive evi-
dence of the disease.

6. Family History. An occasional case of
tuberculosis in the patient's uncles, aunts,
cousins, etc., should not be considered of im-
portance. It is an important fact when the
patient's immediate relatives, such as brothers,
sisters, father, mother, or grandparents have
been tuberculous.

7. Exposure. Childhood exposure is of the
greatest importance. Moderate exposure among
normal, healthy adults of cleanly habits, is of
less importance. Of course, prolonged contact
with unhygienic habits or surroundings may be
a dangerous factor at any age.

8. Cough. There is no cough characteristic
of tuberculosis. Every cough that persists for
six weeks or over requires investigation. Tuber-
culosis may exist without any cough whatsoever.

9. Sputum. The presence of sputum is not
necessary for a positive diagnosis. Constant
sputum, with or without cough, requires inves-
tigation. Absence of bacilli in the sputum after
one or several laboratory examinations is not
necessarily proof against the presence of tuber-
culosis.

10. Hoarseness. Any hoarseness or a per-
sistent "huskiness" requires investigation.

On a basis of these, definitions the following
minimum standards in the diagnosis of pul-
monary tuberculosis have been formulated :

1. When constitutional signs and symptoms
and definite past history are absent or nearly
so, there should be demanded definite signs in
the lungs including persistent râles at one or
both apices. By "persistent" it is meant that
the râles must be present after cough at two or
more examinations, the patient naving been un-
der observation for at least one month.

2. In the presence of constitutional signs and
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symptoms, such as loss of weight and strength,
etc., as defined above, there should be demanded
some abnormality in the lungs, but not neces-

sarily râles.
3. Usually a process at the apices should be

considered tuberculous and a process at the base
to be non-tuberculous until the contrary is
proved, excepting when a clear history of pleu-
risy is present.

4. A hemorrhage, as defined above, is evi-
dence of active pulmonary tuberculosis until the
contrary is proved.

5. One should consider a typical pleurisy
with effusion as presumptive evidence of tuber-
culosis. One should also consider a dry pleurisy
evidence of slight tuberculosis.

6. Pain in chest and shoulders, night sweats,
digestive disorders, etc., may be present, and
should be investigated.

7. In every doubtful case one should demand
that the patient be kept under observation for
at least one month, with repeated sputum exami-
nations, before a definite diagnosis is made.

8. Thoroughness and common sense on the
part of the physician are the fundamental fac-
tors in the diagnosis of early pulmonary tuber-
culosis. Were they in more frequent use, the
"pulmonary puzzles" of which I have spoken,
and the "pulmonary tragedies" to which I
have only referred, would be less frequent.

THE DIAGNOSTIC IMPORTANCE OF REC-
OGNIZING THE ABSENCE OF THE EPI-
LEPTIC MAKE-UP IN STATES SIMU-
LATING IDIOPATHIC EPILEPSY
By L. Pierce Clark, M.D., New York City,

Consulting Neurologist, Craig Colony for Epileptics.
If it be true that in essential or idiopathic

epilepsy there is a more or less definite make-up,
a character type of supersensitiveness, egotism,
poor adaptability, and a certain defect in the
power for development of the emotional life as
contrasted with the intellectual equipment per
se, then we should expect the absence of these
stigmas of personality and character in a begin-
nin<ï case of supposed epilepsy should make
us hesitate before finally committing ourselves
to a diagnosis and prognosis which the nature
of essential epilepsy entails.
I believe that more careful inquiry into the

mental make-up in suspected cases of epilepsy
will materially aid us in avoiding mistakes in
future diagnoses. As a contribution to this end,
T shall cite briefly three cases in which the con-
sideration of this rule was of signal value to me.

Case 1 is that of a single man of 36 years of age,
who was referred to me two years ago for diagno-
sis and treatment of a supposed epilepsy. The
family history was unimportant. His own per-
sonal history in childhood was also unimportant,
aside from a single episode which he had when suf-

faring from a septic fever resulting from vaccina-
tion. He had an apparently inherited tendency to
migraine, as shown in periodic sick headaches,
which were common in several members of the
family. His mother had suffered from sick head-
aches all her life, and at her death, three years ago,
our patient ceased having sick headaches as such,
which had been accompanied by nausea, vomiting,
"black spots before the eyes" and classic fortifica-
tion spectra, followed by short periods of extra-
physical prostration. He then began to suffer at
definite periods of a few weeks' interval with in-
tensive frontal headaches, which seemed to replace
the former migrainous episodes. Attending or fol-
lowing these headaches, he had dizzy spells, appar-
ently lost consciousness, and had a sort of convul-
sion followed by apparent automatic motor restless-
ness, that is, he threw himself about the bed, was
resistive to a mild degree, and muttered unintel-
ligible phrases. In the coma of ten minutes fol-
lowing these episodes, he would pass into a deep
sleep, followed by amnesia of the whole event on

waking. The attacks always occurred at night, and
usually after the patient had been asleep for an
hour or more. After personally witnessing some
of the sequelae of these attacks, his family physi-
cian concluded that, in spite of the absence of
tongue-biting and voiding, the episodes were prob-
ably epileptic in character, and were replacement
symptoms for the migrainous attacks from which
the patient had formerly suffered. He was then
given a thorough bromide sedation, and was placed
on a dietetic and hygienic regimen such as is gen-
erally outlined for the epileptic state. This line of
treatment proving of no real value, the oase was re-
ferred to me. These peculiar attacks at the time he
reported to me had increased in frequency to once a
week or every ten days.
In an examination of the emotional life, it was

found our patient did not possess the essential
make-up of an epileptic. While the make-up was
infantile in the extreme, and he exhibited littlp
emotional reaction on going over his relations with
the mother, nevertheless, taking into consideration
that the migrainous episodes had undergone such a
decided change at the mother's death, the closeness
of his childish attachment to the mother, and his

j engrossment in memories of her since her death,
psychoanalysis was recommended, both for thera-
peutic as well as diagnostic reasons, it being recog-
nized that ordinary idiopathic epilepsy is not,
strictly speaking, capable of psychoanalysis. A

! short course of investigation by the latter method
was undertaken, and almost at once the whole un-

derlying psyohogenic nature of the disorder was
laid bare, with the result that our patient has had
no convulsive attacks since, now a period of two
years. Strange to relate, he has not had a singlp
migrainous episode since.

While it is not safe, of course, to withhold a

diagnosis of essential epilepsy in the absence of
clonic spasm, tongue-biting or voiding, and the
other classic symptoms of an epileptic fit, yet
their absence, as well as the failure of mental
stigma of the epileptic character such as we
have grown to expect to find in classic idiopathic
epileptics, should make us hesitate in diagnosing
essential epilepsy lacking these symptoms.
Probably such cases as the foregoing are not
common, but even though a few such are de-
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